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August 8, 2006

H Michael Day, Ph.D.
PO Box 6395
Boise, ID 83711

RE: Independent Living Services - Five Mile, Provider #13G006
Dear Dr. Day:

This is to advise you of the findings of the Medicaid/Licensure survey of Independent Living
Services — Five Mile, which was concluded on July 28, 2006.

Enclosed is your copy of a Statement of Deficiencies/Plan of Correction, form CMS-2567,
which states that no deficiencies were noted at the time of the survey.

Also enclosed is a Statement of Deficiencies/Plan of Correction form listing State licensure
deficiencies. In the spaces provided on the right side of each sheet, please provide a Plan of
Correction. [t is important that your Plan of Correction address each deficiency in the
following manner: '

1. What corrective action(s) will be accomplished for those individuals found to have
been affected by the deficient practice;

2. How you will identify other individuals having the potential to be affected by the same
deficient practice and what corrective action(s) will be taken;

3. What measures will be put in place or what systemic change you will make to ensure
that the deficient practice does not recur;

4. How the corrective action(s) will be monitored to ensure the deficient practice will not
recur, i.e., what quality assurance program will be put into place; and,

5. Include dates when corrective action will be completed. 42 CFR 488.28 states
ordinarily a provider is expected to take the steps needed to achieve compliance within
60 days of being notified of the deficiencies. Please keep this in mind when preparing
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your plan of correction. For corrective actions which require construction, competitive
bidding, or other issues beyond the control of the facility, additional time may be
granted.

Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by August
22, 2006, and keep a copy for your records.

Thank you for the courtesies extended to us during our visit. If you have anyl questions, please
call or write this office at (208)334-6626.

Sincerely,

LOIS HOLLINGSWORTH, R.N. /‘{S{// SYL CRESWELL MNJ\J\(Q
Health Facility Surveyor Supervisor

Non-Long Term Care Non-Long Term Care

SC/mlw

Enclosures
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Independent Living Services Five Mile is in
compliance with the requirements of 42 CFR 483
Subpart [, Conditions of Participation:
Intermediate Care Facilities for Persons with
Menta! Retardation.

The survey was conducted by:
R .
Lois Hollingsworth, RN/HFS SCEivep

AUE 17 2005
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days following the date these documenis are made available {o the facility. i deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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16.03.11.120.03(a} Building and Equipment

The building and all equipment must be in good
repair. The walls and floors must be of such
character as to permit frequent cleaning. Walls
and ceilings in"kitchens, bathrooms, and utility
rooms must have smooth enameled or equally
washable surfaces. The building must be kept
clean and sanitary, and every reasonable
precaution must be taken o prevent the entrance
of insects and rodents.

This Rule is not met as evidenced by:

Based on observation, it was determined the
facility failed to ensure the building and alf
equipment was in good repair/condition for 12 of
12 individuals (Individuals #1 - #12) residing in
the facility. The findings include:

During environmental observation on 7/26/06,
from 8:10 a.m. - 8:55 a.m., the following was
noted,

1. The finish of the window seal in the kitchen
was worn and in need of refinishing.

2. The 2 picnic tables and benches in the back
yard were in need of re-staining.
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